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Evidence-based psychological interventions for borderline personality disorder in the 
United Kingdom. Who falls through the gaps?  
Over the past fifteen years, access to evidence-based psychological interventions (EBPIs) for 
borderline personality disorder has dramatically increased in the United Kingdom. However, 
some patients continue to fall through the gaps. This paper presents a novel analysis of 
evidence on patients who are currently unable to benefit from EBPIs and explores possible 
solutions, with particular reference to dialectical behaviour therapy and mentalization based 
therapy. At one end of the spectrum, patients with less severe difficulties often do not meet 
the threshold for receiving EBPIs in dedicated personality disorder services. The nascent 
evidence base for a possible solution  — implementation of streamlined versions of EBPIs in 
generic mental health or even primary care services — is reviewed. At the other end, a 
sizeable minority of patients receiving long-term EBPIs discontinue treatment prematurely 
and/or experience poor outcomes. This is a highly distressing experience with potential for 
iatrogenesis — yet the evidence base for what to do next is non-existent and follow-on 
treatment pathways in services are unclear. Difficulties in the therapeutic alliance, a failure to 
overcome epistemic hypervigilance, and therapist non-adherence to the model are reviewed 
as possible contributing factors. The importance of understanding the patient perspective on 
what happened, considering the role of both patient and therapist in contributing to 
difficulties, and offering patients a choice in specifying their onward treatment, is discussed. 
Finally, increasing access to trauma-focussed EBPIs for post-traumatic stress disorder is 
recommended as an avenue for the future. 
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The DSM and ICD diagnostic systems describe “borderline personality disorder (BPD)” or 
“emotionally unstable personality disorder”  as characterised by difficulties in emotion 
regulation, difficulties in interpersonal functioning (intense and unstable interpersonal 
relationships, hypersensitivity to rejection and abandonment), difficulties in self-perception 
(feelings of emptiness, dissociation or psychotic experiences, and unstable self-identity), and 
maladaptive regulation strategies (self-injury, suicidality, substance misuse) (APA, 2013; 
Oltmans et al,. 2019). Its conceptualisation as a disorder of “personality” is contentious, with 
some arguing it is better conceptualised as a mood disorder or as a developmental response to 
complex interpersonal trauma (Giourou et al., 2018; Olive, 2019; Tyrer, 2009).  Others have 
argued that the diagnosis itself is not a real entity, but rather a social construct used to explain 
valid coping strategies used to survive oppression and abuse, particularly applied to women 
whose behaviour is viewed as violating social norms (Shaw & Proctor, 2005). Despite 
acknowledging the problems with the diagnosis, a recent multidisciplinary consortium 
including people with lived experience of the diagnosis was unable to agree on an alternative 
name (Personality Disorder Consensus Group (2018). In the absence of an agreed alternative, 
the present paper therefore uses “BPD” to encapsulate the set of experiences and behaviour 
described under this name in the DSM and ICD definitions, whilst also acknowledging the 
problems with it use, rejecting its use to pathologise survivors of trauma, and emphasising the 
vital importance of compassionate, trauma-informed, and formulation-led ways of working. 
Much previous work has evaluated the evidence base for psychological interventions for BPD 
(Cristea et al., 2017; Oud et al., 2018), yet to our knowledge there have been no previous 
reviews evaluating which patients are currently unable to benefit from such interventions 
when they are implemented in practice. A recent position statement on personality disorder 
from the Royal College of Psychiatrists (2019) outlined ongoing difficulties in accessing and 
engaging with psychological interventions in the UK, and suggested a tiered approach to 
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service provision based on severity. However, this paper did not review the relevant literature 
on what factors explain difficulties in accessing psychological interventions, nor the evidence 
base for tiered service provision with interventions delivered at different levels of intensity, 
nor the evidence base for why psychological interventions fail or how treatment failure 
should be managed. Using the Royal College of Psychiatrists position statement (2019) as a 
framework, this article aims to provide an analysis of access to evidence-based psychological 
interventions (EBPIs) for people diagnosed with BPD in the United Kingdom, with a 
particular focus on identifying gaps in service provision, reviewing existing findings and 
presenting new data on treatment failure,  and exploring possible solutions. 
A History of Exclusion 
BPD is one of the most heavily stigmatised diagnoses within health services (Nehls, 2000; 
Sheehan et al., 2016). Mental health professionals may view people with this diagnosis as 
manipulative, attention-seeking and difficult, and see the condition as untreatable and 
underserving of care (Ociskova et al., 2017). In 2003, the National Institute for Mental Health 
in England recognised that these attitudes have led to people being neither offered 
appropriate care from general mental health services nor able to access specialist evidence-
based treatment for their difficulties (NIMHE, 2003). Similar concerns have been identified 
internationally (Mental Health Council of Australia, 2005).  There is some evidence that 
generic psychodynamic or cognitive behaviour therapies may be minimally effective for 
people with BPD (Feske et al., 1996; Mennin & Heimberg, 2000; Newton-Howes et al., 
2006; Perry & Cooper, 1985; Rossiter et al., 1993; Seivewright et al., 1998; Stone, 1990; 
Tucker et al., 1987). It has been suggested that both insight-focussed and CBT approaches 
can be unhelpful or even iatrogenic because they are too emotionally arousing —  in the case 
of insight-focussed approaches by making deep and complex links between the relationship 
with the therapist and the patient’s experience of relationships with past caregivers (Fonagy 
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et al., 2015), or in the case of CBT, by labelling patients’ beliefs about themselves and others 
as dysfunctional (Linehan, 1993). These interventions applied in isolation — in the absence 
of techniques to reduce arousal, such as emotional validation — are argued to lead to 
emotional over-arousal and overwhelm, preventing therapeutic progress, generating ruptures 
in the therapeutic alliance, and leading to poor outcomes and treatment dropout.  
Evidence-based Psychological Interventions (EBPIs) for BPD 
From the early 1990s onwards, clinical academics developed new specialised treatment 
models for BPD, based on specific theories about the core difficulties underlying the BPD 
syndrome and the specific techniques required to ameliorate them. The present article will 
focus on DBT and MBT as these are the two models tested in the largest number of 
randomised controlled trials (RCTs) (3 RCTs of MBT and 13 of DBT, Oud et al., 2018) and 
used most commonly in the UK (Dale et al., 2017).  Meta-analysis suggests that DBT and 
MBT improve specific aspects of BPD such as self-harm but their effect on overall BPD 
severity has rarely been studied and is in general not supported by the evidence (Cristea et al., 
2017; Oud et al., 2018).  Both are long-term approaches involving twelve to eighteen months 
of weekly individual and group therapy. In the DBT model, BPD develops from a transaction 
between biologically-based difficulties with emotion regulation that are compounded by 
experiences of emotionally invalidating caregiving (Linehan, 1993). DBT arose from 
cognitive behavioural approaches but has been specifically tailored for BPD by incorporation 
of validation strategies, mindfulness, and a focus on building emotion regulation capacity. In 
group skills training sessions patients learn mindfulness, emotion regulation, distress 
tolerance and interpersonal effectiveness techniques; individual therapists validate patients’ 
emotions and behaviour whilst reinforcing implementation of the skills (Feigenbaum, 2007). 
MBT arose within the psychodynamic tradition and is based on the theory that — often due 
to disrupted caregiving experiences — the core disturbance in BPD is difficulty with 
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mentalizing (i.e. reflecting coherently on the mental states of oneself and others) (Fonagy & 
Luyten, 2009). Consequently, therapy aims to foster mentalization in interpersonal contexts 
(Bateman & Fonagy, 2006). Individual therapists, group therapists and other group members 
encourage patients to describe their own emotions, thoughts and behaviour and to be curious 
and open-minded about the thoughts and emotions that may underlie other people’s 
behaviour (Fonagy et al., 2015). Importantly, both DBT and MBT aim to avoid  iatrogenesis 
by maintaining a strong focus on understanding and validating patients’ emotional 
experiences, particularly in situations where a patient is emotionally aroused, before 
attempting to promote changes in the way the person thinks, feels or behaves (Linehan, 1993; 
Fonagy et al., 2015).  
Increasing Access to EBPIs 
In the UK, practice guidelines now advocate that people with BPD should be able to access 
EBPIs such as DBT and MBT (UK Personality Disorder Consensus Group, 2018; Royal 
College of Psychiatrists, 2019), preferably through dedicated multidisciplinary services 
(NICE, 2009; NIMHE, 2003). In line with this, the availability of dedicated PD services has 
improved dramatically in the past 15 years (Dale et al., 2017). Whilst a 2002 survey revealed 
that only 17% of NHS Trusts had a dedicated PD service, this had risen to 84% by 2015, 
representing a fivefold increase (Dale et al., 2017; NIMHE, 2003). Within dedicated services, 
the most commonly offered EBPIs for people with PD are DBT (offered by 49% of services) 
and MBT (offered by 43% of services) (Dale et al., 2017).  
Ongoing Exclusion: Too Well to be Treated 
However, for some patients, difficulties in accessing EBPIs remain. NICE guidance specifies 
that specialist PD services should be provided for people with particularly complex needs or 
high levels of risk to self or others (NICE, 2009). Yet, it is estimated that up to one third of 
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people with BPD do not engage in self-harm (Soloff et al., 1994), and within those that do, 
many may engage mostly in superficial self-harm not deemed to present a high risk of 
lethality (Linehan et al., 2006; Maddock et al. 2010). Furthermore, at least two-thirds do not 
engage in any form of physical aggression towards others (Gonzalez et al., 2016), and the 
implication of a common association between BPD and violence may be part of the ongoing 
stigmatisation of people with this diagnosis (Nestor, 2002).The remainder of people with 
BPD, who present with less severe risk to self or others, may thus be excluded from accessing 
the EBPIs offered in dedicated services, despite experiencing significant distress and 
impairment in functioning.  
A possible solution is offered by the UK Royal College of Psychiatrists recommendation for 
a stepped care model, whereby patients with the least severe levels of PD are offered low-
intensity and short-term psychosocial interventions in primary care and the voluntary sector 
(Tier 1), patients requiring more input are offered EBPIs in generic community mental health 
or psychological therapy services (Tier 2), and only patients not successfully engaged or 
treated by Tier 2 and with a high level of risk and/or disability are offered longer-term EBPIs 
in dedicated PD services (Tier 3) (Royal College of Psychiatrists 2019). 
 
Low-intensity and short-term psychological interventions 
The Royal College recommendation to provide short-term interventions is contrary to NICE 
Guidance, which stipulates that interventions for BPD should be long-term (NICE 2009). In 
line with this, self-reported personality difficulties are associated with poorer outcomes from 
short-term treatment by primary care Improving Access to Psychological Therapies (IAPT) 
services (Goddard et al., 2015). IAPT professionals describe feeling deskilled in being able to 
help these patients (Lamph et al., 2019). Responding to this need, between 2012 and 2015 
three IAPT SMI PD demonstration sites were set up. One of these was situated within 
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primary care services, and offered education of the workforce, guided formulation, a DBT-
informed emotional skills group, and cognitive analytic therapy. The majority of patients 
accessing this service said they were satisfied with how therapy was provided (86%) and felt 
understood by their therapist (81%); 44% felt helped a lot; and 18% felt somewhat helped 
(Hann et al., 2015). Another low-intensity intervention developed specifically for PD is 
Structured Psychological Support (SPS) which draws on techniques from both DBT and 
MBT, delivered over 6 to 10 individual sessions plus telephone support (Crawford et al., 
2018). A feasibility trial generated preliminary evidence that this approach is more effective 
than usual treatment for improving mental wellbeing and social adjustment (Crawford et al., 
2020).  
Streamlined versions of EBPIs in generic services 
For those who do not benefit from low-intensity interventions or who present with increasing 
levels of distress or risk, the Royal College of Psychiatrists suggest that EBPIs should be 
provided by generic services such as community mental health teams (Royal College of 
Psychiatrists, 2019). In line with this, 57% of organisations surveyed in 2015 claimed to offer 
DBT through generic services, and 51% claimed the same for MBT. However, the quality of 
treatment delivery and fidelity to the treatment models could not be discerned from the 
survey (Dale et al., 2017). The full DBT and MBT programmes incorporate twelve to 
eighteen months of weekly individual and group therapy, in addition to weekly team 
consultation and telephone skills coaching in DBT (Bateman & Fonagy, 2006; Linehan, 
1993). Generic services may lack the resources and team structure to implement the 
programme in full and indeed DBT implementation efforts are more likely to fail when staff 
have only small amounts of their time allocated to deliver it within the context of their wider 
role (Choi-Kain et al., 2017; Swales et al., 2012).   However, evidence is increasingly 
emerging for the effectiveness of streamlined versions of DBT and MBT which are more 
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readily implemented in generic services (Choi-Kain et al., 2017). Patients’ implementation of 
the behavioural and cognitive skills taught during DBT has been shown to promote positive 
outcomes (Barnicot et al., 2016; Neasciu et al., 2010). In line with this, it has been shown that 
implementing a DBT skills group over twelve months in addition to weekly case 
management is as effective as the full DBT programme for improving self-harm, suicidality, 
anxiety, depression, and crisis service use (Linehan et al., 2015). Structured clinical 
management (SCM) is another approach increasingly being advocated as being able to meet 
the needs of the majority of people with BPD in generic services (Anna Freud Centre, 2016; 
Bateman & Krawitz, 2013). SCM was developed based on expert consensus about what 
works best for treating BPD, and involves a structured approach including psychoeducation, 
alliance-building and safety planning (Bateman & Fonagy, 2009). It was devised by the 
developers of MBT and employs many of the same underlying therapeutic principles, 
including authenticity and openness, a “not knowing” stance, a focus on misunderstandings in 
the relationship, and curiosity about beliefs and intentions (Choi-Kain et al., 2017). In an 
RCT, both patients receiving 18 months of MBT and those receiving 18 months of SCM 
showed improvements in self-harm, suicide attempts, depression, and interpersonal 
functioning, and patients receiving SPM showed a faster reduction in self-harm in the first 6 
months (Bateman & Fonagy, 2009). However, the authors stress that SPM cannot replace 
specialist psychotherapy models such as DBT and MBT, particularly for those with the most 
severe manifestations of BPD (Bateman & Fonagy, 2009). In this author’s view caution is 
warranted as outcomes were in general poorer following SPM than following MBT (Bateman 
& Fonagy, 2009), and the outcomes of SPM have never been tested relative to usual 
treatment. Furthermore, it is also important to note that neither DBT skills groups nor SCM 
should be implemented by sole practitioners; indeed doing so may increase the potential for 
iatrogenesis (Bateman & Tyrer, 2004). Rather, it is vital that both models are implemented by 
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a team of trained practitioners who meet together regularly for supervision, during which 
establishing a common understanding of cases, support for therapist burnout, and reflection 
on difficulties in the therapeutic alliance or impediments to therapeutic progress, should be 
central (Bateman & Krawitz, 2013; Linehan, 1993; Linehan et al., 2015; NICE, 2015). 
Despite this, an implementation survey in the USA found that DBT is often implemented in 
routine settings without regular team consultation, and lack of a consistent and coherent team 
structure was one of the most frequently cited barriers to successful implementation (Landes 
et al., 2017).  
Ongoing Exclusion: Too Unwell to be Treated 
Patients who do not benefit from streamlined EBPIs in generic services, or who present with 
higher severity or risk, can be stepped up to twelve to eighteen-month DBT, MBT or other 
EBPIs, preferably implemented by dedicated PD services (Royal College of Psychiatrists, 
2019). However, over half of dedicated services exclude patients with substance misuse 
problems (Dale et al., 2017) —  despite the fact that difficulties with self-damaging impulsive 
behaviour, often including substance misuse, are one of the diagnostic criteria for BPD (APA, 
2013), and in one study of inpatients with BPD, over 60% reported difficulties with substance 
misuse (Zanarini et al, 2004). Many services also exclude on the basis of risk to others, risk to 
self or comorbid psychotic disorder (Dale et al. 2017). Services should not exclude on the 
basis of these difficulties unless they present with such severity that they cannot be safely 
managed. Where possible, adaptations should be made to cater for the additional needs of 
people with these difficulties. For instance, DBT has been adapted to help women with BPD 
and comorbid substance dependence (Linehan et al., 2002).  
Remaining Gaps: People who Discontinue or Do Not Benefit from Long-Term EBPIs 
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However, this still leaves an important gap in both the evidence base and service provision 
for patients who are offered twelve to eighteen month EBPIs but who discontinue or are left 
with significant problems even after completing. As can be seen in Table 1 and Table 2, the 
average degree of improvement following DBT or MBT is impressive. Nonetheless, this still 
leaves patients contending with on average 3 to 4 of the difficulties associated with the 
diagnosis of BPD, with 30% still meeting diagnostic criteria (Koons et al., 2001), and with a 
quarter still engaging in severe self-harm (Bateman & Fonagy, 2009). Long-term follow-up 
shows that 5 years after the end of MBT, patients continue to show markedly lower rates of 
suicide attempts, service use and psychiatric medication use than those who received usual 
treatment alone, but nonetheless 23% did attempt suicide at least once, and their general 
social and occupational functioning remained impaired (Bateman & Fonagy, 2008).  
 
Where limited difficulties remain, step-down to a generic approach such as GPM may be 
appropriate (Bateman & Fonagy 2009).  But for those with significant remaining difficulties, 
the evidence base for what to do next is non-existent. EBPIs such as DBT and MBT have 
specifically been designed to prevent iatrogenesis (Fonagy & Bateman, 2006; Linehan, 
1993). However, detailed analysis of data from two studies suggests that 18 to 24% of 
patients actually show an increase in the frequency of self-harm, and 33% show an increase 
in observer-rated or self-rated BPD severity following DBT or MBT delivered in UK 
specialist PD services (data from Barnicot & Crawford, 2019; Priebe et al., 2012). Worsening 
was more likely amongst people who discontinued treatment prematurely (29 to 36% for self-
harm and 47 to 50% for BPD severity) than those who completed (5 to 14% for self-harm and 
21 to 24% for BPD severity). Rates of worsening while receiving non-specialist “treatment as 
usual” were higher than those following completion of DBT or MBT but lower than those 
following premature discontinuation, with 23% exhibiting an increase in self-harm and 35% 
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exhibiting an increase in BPD severity (data from Priebe et al., 2012). This highlights a 
potentially iatrogenic consequence of premature treatment discontinuation. Whilst a portion 
of those who experienced worsening following an EBPI may have been those who would 
have deteriorated anyway regardless of the treatment offered, it is clear that there are a 
substantial proportion of patients for whom EBPIs are not conferring any measurable benefit 
on key outcomes.  
 
What treatment options should be available for this group of patients? Clearly neither step-
down to a streamlined version of the same EBPI, nor step-up to Tier 4 residential treatment, 
would be appropriate for the vast majority. It is helpful to consider how and why treatment 
discontinuation and/or treatment failure occur. Of course, worsening may have preceded and 
contributed to difficulties engaging with the intervention — but as well as considering how 
difficulties in the patient may have contributed, it is equally important to consider the role of 
the therapist and of other group members.  
 
Difficulties in the therapeutic alliance and epistemic hypervigilance 
A negative experience of the therapeutic alliance is one of the most consistent predictors of 
treatment discontinuation and poor outcome in BPD (Barnicot et al., 2011; Barnicot et al., 
2012). A problematic therapeutic alliance may be particularly re-traumatising and hence 
iatrogenic for patients with a history of severe relational trauma. The developers of MBT 
contend that treatment failure can often be attributed to a single underlying mechanism: the 
failure of the treatment to establish and maintain “epistemic trust” in the patient (Fonagy & 
Allison, 2014). This concept refers to a person’s willingness to consider new knowledge from 
another person as trustworthy, generalizable, and relevant to the self. This willingness is 
crucial to enable learning in and from social situations, including the social situation of a 
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therapy session. The converse is “epistemic mistrust” or “epistemic hypervigilance”. This 
occurs as the result of disrupted or traumatic caregiving experiences in childhood whereby 
the child learns not to trust in the validity of their own experience or of information 
communicated by others. The resultant continual uncertainty (or rigidity) makes it very 
difficult for a person to learn the new ways of thinking, feeling and understanding themselves 
or others that therapy aims to “teach”. Successful therapy will overcome these barriers by 
making the patient feel that their experiences are understandable and understood: by 
providing a theoretical framework with which to understand the patient’s difficulties, and by 
showing an understanding of patients’ emotions, thoughts and behaviour through the 
processes of mentalizing (or the related process of validation in DBT). In turn, the therapist 
will help the patient to better understand their social world external to therapy, facilitating the 
patient to engage with other people in more positive and open ways that allow the possibility 
of feeling understood by others, and thereby generating a new openness to gaining new 
learning about themselves and others. By contrast, when therapy fails, Fonagy and Allison 
(2014) contend that either the therapist has failed to convince the patient that they are 
understood and hence epistemic hypervigilance has remained high and has disrupted 
therapeutic learning — or the patient’s social world has remained so hostile and re-
traumatising that the patient is not able to gain new experiences of feeling understood by 
others. A further factor is that the patient’s epistemic hypervigilance and/or not feeling 
understood by group members may have disrupted their ability to learn during group 
sessions. Whilst many patients receiving either DBT or MBT initially find the group sessions 
anxiety-provoking, if patients’ anxieties during the therapy group do not habituate this has 
been linked to both treatment dropout and poor treatment outcome (Barnicot et al., 2015; 
Barnicot et al., in prep.). A systematic review of qualitative interviews with DBT patients 
highlighted that the group element of therapy is often experienced as overwhelming (Little et 
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al., 2017), whilst patients in Lonargáin and colleagues’ (2017) qualitative interview study 
described the MBT group as an unpredictable and challenging place where they felt unsafe. 
Sagen and Karterud’s analysis of video data from MBT group sessions (2014) sheds some 
light on how these difficulties can arise, with therapists failing to take an authoritative 
leadership role or to structure the session in such a way as to optimally promote mentalizing, 
leading to sessions dominated by disturbing accounts from a few members and characterised 
by pseudomentalization.  
Difficulties in therapist adherence to the treatment model 
The DBT manual is very clear that treatment failures should never be attributed to the patient 
— instead, failure is always attributed either to the therapist or to the model itself (Linehan, 
1993). It is the role of the therapist to enhance the patient’s motivation to attend treatment 
and failure may occur when the therapist does not do this sufficiently, or when the therapist 
engages in other “therapy-interfering” behaviours. For example, in a case study a DBT 
therapist theorises that her own failure to fully adhere to the DBT model may have led to a 
poor treatment outcome (Rizvi, 2011). In particular, she attributes the poor outcome to her 
de-prioritising dealing with the patient’s self-harm and therapy-interfering behaviours, her 
inadvertent reinforcement of the patient’s therapy-interfering behaviour, and her avoidance 
during team consultation sessions of discussing the difficulties she was encountering. These 
behaviours in turn were driven by fear — fear of the patient committing suicide, and fear of 
being negatively evaluated by colleagues.   
Selection of patients and rules for attendance 
In an evaluation of six UK personality disorder services offering twelve to eighteen months 
of DBT or MBT, treatment retention rates at twelve months were substantially higher 
amongst patients offered MBT (72% retention) than those offered DBT (42% retention) 
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(Barnicot & Crawford, 2019). Evaluations of other efforts to implement MBT in routine 
settings outside of the treatment development centre have also published high treatment 
completion rates — 72% in a Danish programme and 98% in a Norwegian programme 
(Jorgensen et al., 2013; Kvarstein et al., 2014).  By contrast, completion rates for DBT are 
generally lower when it is implemented in routine services than when implemented by the 
treatment provider (Landes et al., 2016), and seem particularly low in UK specialist PD 
services  (e.g. 42%, Barnicot & Crawford, 2019; 42%, Feigenbaum et al., 2012; 48%, Priebe 
et al., 2012).Thus, when implemented in routine settings, more patients seem to discontinue 
DBT than MBT. One contributing factor could be that in many MBT programmes, only 
patients who attend a preliminary 10-week group programme, indicate their interest in further 
group-based treatment, and are judged by staff to have the potential to benefit are able to 
begin the full MBT programme (Barnicot & Crawford, 2019). MBT patients may therefore 
already be selected as individuals with both the practical and emotional capability to sustain 
the commitment of attending treatment, whereas DBT patients may be a less selected group 
of individuals who vary more widely in their capabilities to commit. Another factor could be 
that DBT arguably prescribes a less flexible approach to treatment non-attendance, whereby 
if 4 or more consecutive sessions of either group or individual treatment are missed, 
treatment is terminated (Linehan, 1993). The aim of this is to shape behaviour by providing a 
negative reinforcer for missing sessions. Conversely, the MBT manual does not specify a 
numerical rule for the number of missed sessions leading to treatment termination — instead, 
decisions about treatment termination are made on an individualised basis following a team 
case discussion. 
 
The pain of treatment discontinuation or failure 
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For people with a history of severe relational trauma, the experience of being told that 
treatment has been terminated may in itself be re-traumatising, and the particular experience 
of feeling they have “failed” an evidence-based intervention may contribute to an increased 
sense of hopelessness and low self-esteem.   
 
What to do following EBPI discontinuation or failure 
Where treatment discontinuation or poor outcome has occurred, a long-term lead clinician 
external to the EBPI should remain in place (Royal College of Psychiatrists, 2019), one of 
whose roles will be to meet with both the patient and the EBPI team to try to understand what 
went wrong. It is vital here to listen to the patient’s point of view and to validate their 
understanding of what happened. Consider how the patient’s difficulties may have 
contributed but also reflect on the therapist’s role in failing to establish epistemic trust and 
any other “therapy-interfering” behaviour. For patients for whom the group therapy context 
has been particularly difficult, consider that individual therapy alone — such as schema 
therapy or individual DBT — may be a better fit for this particular patient (although 
individual-only DBT is associated with poorer outcomes overall, Linehan et al., 2015). NICE 
guidance stipulates that specialist PD services should offer a range of EBPIs and the patient 
should be able to choose between them (NICE, 2015). Whether this happens in practice or is 
feasible in resource-limited services remains to be seen.  
 
Thoughts for the Future — Increasing Access to Trauma-Focussed EBPIs 
One factor that has been proposed to limit treatment success with EBPIs is the presence of 
comorbid post-traumatic stress disorder (PTSD). Patients with BPD report high levels of 
childhood emotional, sexual and physical abuse, often in addition to ongoing relational 
trauma in adulthood (Golier et al., 2003; Zanarini et al., 1997). Indeed, some argue that BPD 
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should be reconceptualised as a developmental response to the experience of complex 
interpersonal trauma (Driessen et al., 2002).  Comorbid PTSD, greater severity of PTSD 
symptoms or failure to improve PTSD during treatment have each been associated with less 
improvement in self-harm and BPD symptoms following DBT or MBT (Barnicot & 
Crawford, 2018; Barnicot & Priebe, 2013; Harned et al. 2010). Meta-analysis has shown that 
the most effective treatments for PTSD include an element of re-exposure to traumatic 
experiences (Bisson et al., 2007). Yet patients with BPD — or with problems associated with 
BPD such as self-harm and suicidality — are often excluded from trauma-focussed 
treatments, due to fears of iatrogenesis (Harned et al., 2014). These fears are beginning to be 
disproved as trials in the USA and in Germany have shown that combining DBT with 
trauma-focussed treatments is not only safe, but highly effective, leading to impressive 
reductions in PTSD symptoms, self-harm, and emotional dysregulation (Bohus et al., 2013; 
Harned et al. 2014). Others have shown that even without the inclusion of a “stabilising” 
treatment such as DBT, trauma-focussed treatments such as eye movement desensitization 
reprocessing (EMDR) can be both safe and effective — although one of these trials excluded 
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Table 1. Pre- and post-treatment borderline personality disorder severity in randomised controlled trials of dialectical behaviour 
therapy or mentalization based therapy 
Intervention Comparator Trial Treatment 
developer or 
Independent 
centre 
Measure of BPD 
severity 
BPD severity 
at pre-
treatment in 
the 
intervention 
condition 
 Mean (sd)    
or N (%) 
BPD severity 
at pre-
treatment in 
the 
comparator 
condition  
Mean (sd)    
or N (%) 
BPD severity 
at post-
treatment in 
the 
intervention 
condition 
 Mean (sd)    
or N (%) 
BPD severity 
at post-
treatment in 
the 
comparator 
condition  
Mean (sd)   
or N (%) 
DBT General 
psychiatric 
management 
McMain 
et al. 2009 
Independent 
centre 
ZAN-BPD 15.49(6.14) 14.94(6.59) 7.93 (6.11) 8.16 (5.79) 
Treatment-
as-usual 
Koons et 
al. 2001 
Independent 
centre 
 
Number of 
SCID-II criteria 
 
6.8(1.1) 6.7(0.8) 3.6 (1.6) 4.2 (2.3) 
Number meeting 
SCID-II 
diagnosis (5+ 
criteria) 
10(100%) 10(100%) 3 (30%) 5 (50%) 
Priebe et 
al. 2012 
Independent 
centre 
ZAN-BPD 17.9(6.8) 18.4(7.6) 13.1 (6.9) 15.9 (7.5) 
MBT Supportive 
therapy 
Jorgensen 
et al. 2013 
Independent 
centre 
Number of 
SCID-II criteria 
6.7(1.2) 6.9(1.3) 2.8(2.5) 3.6(2.1) 
BPD = borderline personality disorder; DBT = Dialectical behaviour therapy; MBT = Mentalization based therapy; SCID-II = Structured 
Clinical Interview for DSM-IV Axis II Disorders; ZAN-BPD = Zanarini Rating Scale for Borderline Personality Disorder 
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Table 2. Pre- and post-treatment self-harm in randomised controlled trials of dialectical behaviour therapy or mentalization based 
therapy 
Intervention Comparator Trial Treatment 
developer 
or 
Independent 
centre 
Measure 
of self-
harm 
Self-harm at 
pre-treatment 
in the 
intervention 
condition 
Mean (sd)   
or n(%) 
Self-harm at 
pre-treatment 
in the 
comparator 
condition  
Mean (sd) 
or n(%) 
Self-harm at 
post-treatment 
in the 
intervention 
condition 
Mean (sd)  
or n(%) 
Self-harm at 
post-treatment 
in the 
comparator 
condition  
Mean (sd) 
or n(%) 
DBT 
 
Comprehensive 
community 
treatment 
Turner 2000 Independent 
centre 
Number of 
incidents 
per 6 
months 
14.08(3.73) 13.58(3.34) 0.75(1.23) 5.58(5.28) 
General 
psychiatric 
management 
McMain et al. 
2009 
Independent 
centre 
Number of 
incidents 
per 4 
months 
20.94(33.28) 32.19(81.94) 4.29(9.32) 12.87(51.45) 
Treatment-as-
usual 
Feigenbaum 
et al. 2012 
Independent 
centre 
Number of 
incidents 
per 6 
months 
4.1(4.3) 7.8(4.7) 2.4(3.2) 3.1(3.4) 
Koons et al. 
2001 
Independent 
centre 
Number of 
incidents 
per 3 
months 
5.1(13.2) 0.7(1.3) 0.40(1.3) 1.0(2.2) 
Linehan et al. 
1991 
Treatment 
developer 
Number of 
incidents 
per 4 
months 
3.50(7.88) 15.91(25.02) 0.55(0.94) 9.33(26.95) 
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Priebe et al. 
2012 
Independent 
centre 
Number of 
incidents 
per 2 
months 
14.7(20.3) 13.0(16.3) 4.8(13.5) 13.5(22.2) 
MBT Structured 
clinical 
management 
Bateman & 
Fonagy 2009 
Treatment 
developer 
% 
engaging 
in severe 
self-harm 
per 6 
months 
55(77.5%) 46(73.0%) 17(23.9%) 27(42.9%) 
 
Number of 
severe 
self-harm 
incidents 
per 6 
months 
4.11(4.90) 3.75(3.69) 0.38(0.83) 1.66(2.86) 
% making 
a life-
threatening 
suicide 
attempt 
per 6 
months 
53(74.6%) 42(66.7%) 2(2.8%) 16(25.4%) 
Treatment as 
usual 
Bateman & 
Fonagy 1999 
Treatment 
developer 
Number of 
incidents 
per 6 
months 
Median = 9  Median = 8 Median = 1 
 
Median = 6 
% 
attempting 
suicide per 
6 months 
94.7% 75(?)% 5.3% 60% 
DBT = Dialectical behaviour therapy; MBT = Mentalization based therapy
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